Abstract: Background: Migraines gradually increase year by year, as does its burden. Management and prevention are needed to reduce such burdens. Previous studies have suggested that daily health behaviors can cause migraines. Sleep is a substantial part of daily life, and in South Korea, the average sleep duration is shorter than in other countries. Thus, this study focused on the increase of both diseases, and analyzed sleep disorders as a risk factor for migraines. Methods: The data used in this study was that of the national health insurance service (NHIS) national sample cohort. We used a matched cohort study design that matched non-patients based on patients with sleep disorders, and included 133,262 patients during 2012-2015. We carried out a survival analysis using a Cox proportional hazard model with time-dependent covariates to identify the association between migraines and sleep disorders. Results: Approximately 11.72% of patients were diagnosed with migraines. Sleep disorders were positively correlated with the diagnosis of migraine (Hazard Ratio, 1.591; p < 0.0001). By the types of sleep disorder, patients who were diagnosed as having insomnia, rather than other types of sleep disorder, had the greatest associations with migraine. The associations were greater for males, people with lower income, the elderly population, and patients with mild comorbid conditions. Conclusion: This study provides evidence that migraine is associated with sleep disorders, especially insomnia. Based on these findings, healthcare professionals and policy makers have to reconsider the present level of insurance coverage for sleep medicine, recognize the risk of sleep-related diseases and educate patients about the need for appropriate care.
Introduction
A migraine is defined as a recurrent, moderate to severe headache on one side of the head, during which patients cannot participate in regular daily activities for least 4 h [1, 2] . It is categorized as episodic (<15 headache days per month) and chronic (≥15 headache days per month), based on the frequency of the headache, and can be classified as having or not having aura [3, 4] . In general, patients with migraines would experience the following symptoms: nausea, vomiting, and sensitivity to light, smell, or sound [5] . About 23% of households contained at least one member who suffered from
Methods

Study Population
The data used in this study was from the NHIS National Sample Cohort 2002-2015, which was released by the NHIS in 2017. These data included 1,000,000 representative individuals, who were randomly selected from the South Korean population in 2006. The data include all medical claims filed from January 2002 to December 2015. We first excluded all patients who were deceased, and then identified patients who were diagnosed with migraines (International Classification of Diseases [ICD]-10: G43) or sleep disorders (ICD-10: G47). We assumed that these patients were newly diagnosed with migraines or sleep disorders, excluding patients before 2004. We excluded patients who were diagnosed with migraines before sleep disorders. Finally, we identified 66,631 patients with sleep disorders over 2004-2015. To design the matched cohort study using the sleep-disorder patients as the case group, we established the control group by propensity score matching by adjusting for similar sex, age (5-year intervals), and observation periods. We used a 1:1 matching method to select the control group (66,631 patients who were not diagnosed with sleep disorders). Finally, the data used in this study contain the records of 133,262 patients over 2004-2015.
Variables
The dependent variable used in this study was whether patients were newly diagnosed with migraines during the study period. We identified the date of each patient's first visit to a medical institution (either outpatient or inpatient care) due to migraines as the major or minor diagnosis (ICD-10 code G43.x) during 2004-2015. That patient was defined as the migraine diagnosis group.
The major interesting variable was the diagnosis of sleep disorder. The Korean medical system must submit the patient's medical records in order to receive compensation, and the patient's physician submit the patient's data, including the patient's diagnosis. Thus, all claim data includes major diagnoses diagnosed by each patient's physician based on the ICD-code. In this study, the sleep disorder was defined as an organic sleep disorder (ICD-10: G47.x), including insomnia, hypersomnia, disorders of the sleep-wake schedule, sleep apnea, narcolepsy/cataplexy, and other sleep disorder. We excluded non-organic sleep disorders (F41.x).
This study considered the characteristics of patients suggested as factors related to migraine [34, 35] . We included other independent variables as follows: sex, age, economic level, types of insurance coverage, Charlson comorbidity index (CCI), and region. The ages were originally classified into 5-year intervals, but later into 10-year intervals: less than 29 years, 30-39 years, 40-49 years, 50-59 years, 60-69 years, 70-79 years, and more than 80 years. CCI is a scored based on the patient's complications, and increasing the score means that the patient's severity is worse; it can predict of severity of each patient [36] .
The economic level was defined based on the insurance premiums in the claim data. All South Koreans have National Health Insurance (NHI), and they pay an insurance premium based on their economic level, such as salary or property (generally about 7% of the salary was paid as a premium in 2017; this proportion changed every year). Thus, insurance premiums could estimate the economic level indirectly; it was classified as less than 30% (low income), 31-60%, 61-90%, and more than 91% (high income). The types of insurance coverage were divided into three types in South Korea. If patients were workers, employers in all workplaces, public officials, private school employees, continuously insured persons, or daily paid workers at construction sites, they were defined as NHI employees. Those with NHI employee insurance paid a regular portion of their average salary in contribution payments, and included spouses, dependents, siblings, and parents. The NHI self-employed insurance category included people who did not fall into the NHI employee insurance group. Their contribution amount was set by taking into account their income, property, living standard, and rate of participation in economic activities. Medical aid beneficiaries were defined as patients with an income below the government-defined poverty level, or those with a disability who were provided with free inpatient and outpatient care paid with government funds. Therefore, the type of insurance coverage represented each patient's socioeconomic status. The CCI was calculated by weighing and scoring for comorbid conditions, with additional points added for comorbidities that could affect health outcomes of patients [37] . CCI was categorized into three groups as follows: '0', '1', '2', '3', and 'more than 4'.
Ethical Consideration
This study was approved by the Institutional Review Board and the National Health Insurance Service Ilsan Hospital (NHIMC 2018-02-001).
Statistical Analysis
To investigate the association between migraines and sleep disorders, we first examined the frequencies and percentages of the study population according to the diagnosis of migraines. Next, we carried out a log-rank test and showed the Kaplan-Meier survival curve using a product-limit method to compare the rates of diagnosis for migraines between patients with or without sleep disorders. Third, we carried out a survival analysis using a Cox proportional hazard model with time-dependent covariates to identify the association between migraines and sleep disorders. In addition, to compare the risk of migraines according to the types of sleep disorder, using a detailed classification of sleep disorders such as insomnia, sleep apnea, and others, we carried out an additional survival analysis on the association with the incidence of migraines. Finally, to examine the differences in the association between migraines and sleep disorders, we also carried out sub-group analysis for survival analysis according to sex, age, economic level, and CCI. All statistical analyses were carried out using SAS statistical software version 9.2 (IBM, Cary, NC, USA).
Results
There were 133,262 patients (one with sleep disorder vs one without sleep disorder) during 2004-2015 in this study. Table 1 shows the distribution of the study population by the diagnosis of migraines. About 11.72% of patients were diagnosed with migraines. According to the diagnosis of sleep disorder, patients with sleep disorders had a diagnosis of migraine more frequently than patients without (yes. 12.04%; no, 11.39%; p = 0.0002). In addition, females, the elderly, those at a low economic level, with medical aid, or patients who lived in rural areas, were more frequently diagnosed as having migraines, and these associations were statistically significant. Figure 1 shows the results of the Kaplan-Meier survival curve and log-rank test to compare the rates of migraine according to the diagnosis of sleep disorder. The time-to-diagnosis of migraines was shorter for patients with sleep disorders than for those without. Table 2 shows the results of the survival analysis to investigate the association between migraines and sleep disorders. Sleep disorder was positively correlated with diagnosis of migraine (yes: Hazard Ratio (HR), 1.591; 95% CI, 1.543-1.641; p < 0.0001; ref = no). In the results of other independent variables, female patients were more closely associated with a higher risk of migraines (female: HR, 1.833; 95% CI, 1.780-1.887; p < 0.0001; ref = male). In addition, the risk of diagnosis of migraine was greatest in the 40-49 years group. For the types of insurance coverage, the medical-aid group had a greater risk of migraines. By the severity of the comorbid condition, the patients with more comorbidity were more closely associated with migraines. Finally, patients who lived in rural Table 2 shows the results of the survival analysis to investigate the association between migraines and sleep disorders. Sleep disorder was positively correlated with diagnosis of migraine (yes: Hazard Ratio (HR), 1.591; 95% CI, 1.543-1.641; p < 0.0001; ref = no). In the results of other independent variables, female patients were more closely associated with a higher risk of migraines (female: HR, 1.833; 95% CI, 1.780-1.887; p < 0.0001; ref = male). In addition, the risk of diagnosis of migraine was greatest in the 40-49 years group. For the types of insurance coverage, the medical-aid group had a greater risk of migraines. By the severity of the comorbid condition, the patients with more comorbidity were more closely associated with migraines. Finally, patients who lived in rural areas were more positively associated with migraines (metropolitan: HR, 1.055; 95% CI, 1.020-1.092; p = 0.0017. Others: HR, 1.237; 95% CI, 1.200-1.275; p < 0.0001; ref = male). Table 3 shows the results of additional survival analysis using detailed classifications of sleep disorder. By the types of sleep disorder, patients who were diagnosed with insomnia were more closely associated with migraines than with other types of sleep disorder or sleep apnea (insomnia: HR, 1.792; 95% CI, 1.740-1.846; p < 0.0001. Sleep apnea: HR, 1.250; 95% CI, 1.138-1.373; p < 0.0001. Other sleep disorders: HR, 1.663; 95% CI, 1.602-1.727; p < 0.0001). Figures 2 and 3 show the results of sub-group analysis for survival analysis to identify the differences in association between types of sleep disorder and migraines according to sex, age, economic level, and CCI. For sex, the increasing risks of migraines for each type of sleep disorder were greater in male patients than in females. For the sub-group analysis on age, the higher age groups had greater effects from sleep disorders on the incidence of migraines, which are also generally greater in patients at a lower economic level than others. On the other hand, the results for the CCI showed a greater risk of migraines in patients without a comorbid condition, or with the lowest comorbid score. 
Discussion
The aim of this study was to evaluate the association between sleep disorder and migraine. Our findings suggest that sleep disorders which ware caused by primary psychiatric problems could affect the incidence of migraines. Such a health outcome due to sleep disturbance is consistent with previous findings [28, 33, 38] . Our findings point toward a similar conclusion about sleep health, 
The aim of this study was to evaluate the association between sleep disorder and migraine. Our findings suggest that sleep disorders which ware caused by primary psychiatric problems could affect the incidence of migraines. Such a health outcome due to sleep disturbance is consistent with previous findings [28, 33, 38] . Our findings point toward a similar conclusion about sleep health, Figure 3 . The results of the sub-group analysis for survival analysis according to the economic level and Charlson comorbidity index (CCI). The HR was calculated by survival analysis to investigate the association between sleep disorder and migraine. Results were considered statistically significant if each bar marked to SD did not reach the cut-off line of 1.000.
The aim of this study was to evaluate the association between sleep disorder and migraine. Our findings suggest that sleep disorders which ware caused by primary psychiatric problems could affect the incidence of migraines. Such a health outcome due to sleep disturbance is consistent with previous findings [28, 33, 38] . Our findings point toward a similar conclusion about sleep health, particularly in relation to migraines. Based on our findings, health care professionals and policy makers will need to find appropriate controls to take into account the health effects of sleep disorders.
In our study, the trends in the diagnosis of migraine in both sleep and general people increased over time during the study period. A possible explanation would be associated with the change in healthcare perception over a 10-year period. The development of the economic level has increased the awareness of people's health, and the increased interest in their health may lead to increased medical access, which may have led to an increase in the diagnosis of migraine in the general population [39] .
Our findings were also interesting in terms of the detailed classification of sleep disorders and the sub-group analysis. Unlike previous findings, we distinguished the type of sleep disorder in analyzing for the association with migraines, and found that insomnia is a greater risk factor for migraines than are other types of sleep disorder. Thus, the lack of sleep duration could result in the loss of physical condition, not just the quality of sleep, and optimal alternatives are needed to ensure substantial sleep duration [40, 41] . However, most people do not think that sleeping problems are more serious than other diseases such as cancer, and so they may not visit the hospital, even if they recognize that they have problems with sleeping [42] . In addition, if patients went to a medical institution because of a sleep disorder, they would face larger medical expenditures than for other diseases, because most sleep disorders were not covered under NHIS. As a result, the recent situation in sleep health will not be fully controlled at the individual level, and therefore, policy makers and insurers have to consider expanding the scope of insurance coverage to improve the economic accessibility of sleep medicine, considering other diseases, including migraines, that are associated with sleep disorders. Furthermore, people should be informed about the potential for sleep-related diseases, and patients with sleep disorders should be educated about appropriate management practices.
In addition, the sub-group analysis showed that associations with migraines were greater for males, the elderly population, and persons at a low economic level. It seemed that patients with less access to healthcare were more greatly exposed to the risk of migraines after sleep disorders. Thus, these results also confirmed the results about the low accessibility for managing sleep duration and quality; there is therefore a need to improve both insurance coverage and education for managing individual health. On the other hand, the results for the CCI showed that patients with mild comorbid conditions were highly associated with incidence of migraines after sleep disorders, perhaps because severe patients generally seek attention for their other severe symptoms, and not just for the sleep disorder. Patients with high severity will be more careful about their health, and manage their health to reduce other complications. However, patients with low comorbidity, that is, the general population, do not considered sleep problems seriously, because they think they will stay healthy. Differences in individual health care can lead to migraines in patients, and patients without proper management will have an increased burden of disease. Thus, early intervention and prevention will be required to prevent burdens due to sleep disorders.
Our study has some strengths. First, the data used in this study was a retrospective cohort study, and included the claim data of South Koreans under NHI. Thus, the results based on this data could be helpful in establishing health policies and creating alternatives based on the external validity, from the nature of the data. Second, there are many studies about sleep and health outcomes so far. However, most of them have been focused on severe outcomes, such as cerebrovascular disease or cancer. Others only contain findings related to psychiatric problems. To our best knowledge, this is the first attempt to investigate the association between sleep disorders and migraines using nationwide claim data. Although the severity of outcome variables is less than in previous studies, this study provides evidence of problems with sleep disorders that are also related to quality of life [43] . It will contribute to improving the quality of life by solving sleep problems. Third, this study used the matched cohort design using propensity scores in this study, to reduce selection bias and recall bias.
Despite these strengths, this study does have some limitations. Previous findings used the actual measuring data, such as duration of sleep or sleep tests. But our data only consisted of claim data, made for claiming medical costs. Thus, this study could not consider such information. Similarly, the medicine for curing sleep disorders would be a key factor in managing health, but most therapies for sleep disorder are not covered by NHIS, so we could not include them. Also, because it is a coding-based diagnosis, it is possible that potential diagnostic errors may have occurred, depending on the physician. In addition, various detailed sleep disorders can be classified as one of the other sleep disorders, potentially causing errors in our results. The relationship between various sleep disorders, classified as other sleep disorders, and migraine, may differ from our main findings. Finally, the severity of each disease was different in causing the outcome variable, but, in the process of using claim data, there were not enough variables for considering this. Thus, we used CCI to adjust each patient's clinical condition.
Despite the several limitations related to the nature of claim data, our findings suggest that sleep disorders without a psychiatric disorder can be associated with migraines, in particular, insomnia. Its associations are greater for patients classified as male, low income, or elderly. On the other hand, such associations are more positively associated with migraines among patients with mild comorbid conditions. Based on these findings, healthcare professionals and policy makers need to review the present level of insurance coverage in sleep medicine, and educate patients for preventing unnecessary burdens due to sleep disorders.
Conclusion
Migraines can be associated with primary sleep disorders, in particular, insomnia. Its associations were greater for males, persons with lower income, the elderly population, and patients with mild comorbid conditions. Thus, there is a need to review the present strategies related to sleep disorders, and to provide optimal information about sleep health to the general population.
